Family Planning in the Army' Lieutenant-Colonel R G Emerson (Louise Margaret Maternity Hospital, Aldershot, Hampshire) General Review of Needs and Methods Family planning has only recently become accepted a, a recognized commitment in the Army. This is merely a reflexion of civilian practice for although contraceptive advice has long been available under the National Health Service where it is indicated on medical grounds it is only now that a Bill is being presented to Parliament which will enable local health authorities to provide family planning advice and treatment to women who seek it for social reasons. Until recent years the bulk of this work has been done by the Family Planning Association and those general practitioners and gynecologists who chose to interest themselves in the subject. So it has been in the Army. Family Planning Association Clinics have been made use of where available or, when abroad, our patients have had to rely on the inclination of the Army gynecologist or to a much lesser extent on the Families Medical Officer. The service provided has largely been confined to fitting occlusive diaphragms.
Today the situation has completely altered. Family planning has not only become respectable but it is now a major concern of most gyneecologists. This change has been brought about largely by the advent of the 'pill'. In contrast to the earlier methods the 'pill' has made family planning or contraception something that can be talked about openly, while its complex medical action and possible complications have forced the involvement of the gynicologist. Finally there has been the increasing social awareness of the problems of over-population and under-nutrition which have been accentuated by the emergence of the new nations and the numerous rebellions and limited wars of the past two decades. All of these 'The views expressed in these papers represent personal opinions and are not intended as a description or criticism of current official Army or Service policy have stimulated the demand for family planning.
One may ask why should the Army be interested in family planning? There are a number of reasons, quite apart from the fact that the Army Medical Services aim to provide as good a service for the soldier and his family as the National Health Service and Family Planning Association offer to the civilian. At present, with a high marriage rate of 46-6 % for other ranks and 77-2% for officers, there are almost three dependent relatives for every soldier. As in civilian life, the larger the family the greater the burden of providing housing and schooling. Further, it could be argued that to assist a man and his wife to limit their family would make it easier for the wife to care more effectively for the children she already had, and for the man to become more effective both as a father and a soldier. Thus, the interest of the Army in this question might be stimulated by the idea of financial economy and greater efficiency, apart from the obvious humane motive.
A particularly controversial question is that of providing contraceptive advice for the single woman. In the Army a large number of women are serving both as officers and other ranks in the Queen Alexandra's Royal Army Nursing Corps and the Women's Royal Army Corps. The majority of these are young single girls, of whom a number are discharged from the Army every year on grounds of pregnancy. Apart from the human problems involved for the girl, her family and the Service there is an economic loss to the country in having equipped and trained her only to lose her services prematurely. On the other hand it must be remembered that in accepting young girls into the ranks the Army has a certain responsibility for them. The question atises as to what can be done for these girls. General education and education in sex matters would be helpful but perhaps not adequate. Should we follow the lead of the Brook Advisory Centres and give advice on contraceptivies to single girls? I believe that this would not increase promiscuity, but it would be a recognition of the problem as it is and would ensure that unwanted children were not born. This may come in time, but public opinion is probably not yet ready for such a radical step.
There are two other special problems encountered in running a Family Planning Service in the Army: (1) The problem of supply in certain parts of the world. In Malta the importation of contraceptive goods is prohibited unless they are to be used on medical grounds, and it is almost impossible for patients there to obtain supplies of the 'pill'. Conversely, in Cyprus and North Africa the 'pill' can often be obtained ovei the counter of any chemist's shop without a doctor's prescription.
(2) The follow-up control of patients is more difficult than in civilian life on account of the migration of Army patients from one station to another. Yet with the frequent use of the 'pill' and the intrauterine contraceptive device follow-up control has become much more important than it used to be.
The Service Provided In the past family planning was the concern of gyneecologists centred on Army hospitals. Today, however, more and more Army general practitioners are prescribing the 'pill'. Skilled gynwcological supervision is now less essential and the extent of patients' demands is such that the gynecologists could not meet them without the assistance of general practitioners.
In the United Kingdom the Army patient is catered for by the Family Planning Association, her general practitioner (Army or civilian), or by the Army gynecologist. If the Army Medical Services were to accept the entire responsibility the Army Family Planning Service would require great expansion with the employment of additional suitably trained medical officers.
Overseas it is only occasionally possible to find an alternative service and in Germany, Cyprus, Malaya, Singapore and Hong Kong, for example, the Army must provide more comprehensive facilities. Moreover, the demand is growing rapidly and this means that more staff will be required. Too often family planning is something still carried out only at a postnatal or gynsecological clinic. The aim should be a family planning clinic per se.
At present we have facilities for offering our patients all the latest methods of contraception, and just as important, we are able to carry out cervical cytology and other procedures which may be required in the follow up of these patients.
The Methods Used In spite of recent advances it is probably true that a large proportion of the population still rely on coitus interruptus, the sheath and the use of the so-called 'safe period' -all with varying degrees of success and failure.
The 'safeS period' has been and still is the only approved method of birth control for Roman Catholics. It is most unreliable, even in the 7500 of patients who have regular menstrual cycles. When used in conjunction with basal temperature charts its efficiency is only moderately increased. Nevertheless, this is the best that can be offered to a Roman Catholic patient who seeks advice and who cannot accept any other method. If, however, such a patient is fortunate enough to suffer from irregular menstruation then it would be in order to regularize her cycle with the 'pill' and hence to improve the efficiency of the 'safe period' method.
Coitus interruptus is widely practised and is usually referred to by the patient as 'being careful'. In taking a gynxcological history the patient should always be questioned directly about this as many do not regard it as contraception or family planning as such. Apart from the frustration it may cause it is exceedingly unreliable and moreover may give rise to psychosexual troubles in both partners. In the woman it may also result in chronic pelvic congestion and menstrual disorders eventually. When a couple is found to be using this method every effort should be made to dissuade them and a more suitable alternative method should be offered.
Use ofsheaths or condoms: In the past these were made available to the soldier by the Army, not specifically for the purpose of birth control but to prevent him contracting venereal disease. Surprisingly they are still commonly used for family limitation, but with newer methods now available their use will probably decline greatly. At present they are much more likely to be used in promiscuous or extramarital intercourse. They have the disadvantages of being expensive and unreliable, of interfering with sexual sensitivity and, above all, of being unwsthetic. In future they will probably play only a small part in family planning, perhaps being used in cases where the newer methods are contraindicated or where they have to be temporarily suspended.
Occlusive diaphragms: These have been in use since the middle of the nineteenth century, originating in Germany and spreading to England by way of Hollandhence the name 'Dutch cap'. There are two varieties: (1) A cervical diaphragm 3United Services Section which fits tightly over the cervix. (2) The vaginal type which is larger and occludes the upper end of the vagina.
Until recently family planning in the Army has largely consisted of measuring and fitting women for the latter. Before the introduction of the 'pill' and the intrauterine device this was the method of choice for most women, being cheap, easy to use and relatively efficient. There were, however, esthetic disadvantages and patients were occasionally found who could not be fitted for anatomical reasons. Today in Army clinics one is rarely asked by patients for one of these devices, but they remain as a valuable method of contraception which should always be considered if the more modem methods cannot be used.
The 'Pill' This is the popular generic term given to those pills used in inhibiting ovulation and which consist of a combination of progestogen and cestrogen. The 'pill' became available for clinical use towards the end of the 1950s, largely as the result of the work of Pincus et al. (1958) in America, and Army gynrecologists have been using it since then.
There are approximately 15 proprietary brands available in this country, and all differ from each other in their constitution. They are divided into 4 main groups:
(1) Those having predominantly cestrogenic activity: these include Conovid, Conovid E, Previson, Lyndiol and Lyndiol 2-5.
(2) Those having predominantly progestogenic activity: these include Anovlar, Gynovlar, Norlestrin, Orthonovin, Norinyl and Ovulen.
(3) The 1 7-hydroxyprogesterone compounds: although these are markedly progestogenic in animals they do not appear to be so in humans, nor are they broken down into estrogens, so that side-effects are minimized. Volidan is the only one at present available in this country.
(4) Those which are used sequentially, such as Feminor Sequential, Sequens and Serial 28. With this method the pill used in the first half of the cycle contains only cestrogen and that used in the second half contains only progestogen. It is claimed that there are fewer side-effects with this method and a more natural response in the endometrium and in the body as a whole; it is not, however, so reliable as the preparations in the other three groups. The sequential regimen relies on the cestrogen component inhibiting ovulation whereas the other preparations not only inhibit ovulation but also probably interfere with maturation of the endometrium, the permeability of the cervical mucus and possibly also the motility of the fallopian tubes.
Prescribing the correct 'pill': First, from the patient's history one must assess whether in her normal menstrual cycle she shows evidence of predominance of either cestrogen effect or progestogen. In the former case a preparation from Group 2 should be chosen, and in the latter from Group 1. If symptoms of neither cestrogen nor progestogen predominate a preparation from Group 2 is selected as these give better cycle control. Secondly, a pill having the lowest effective dosage in the appropriate group should be chosen and the cost factor considered. These drugs are supplied free of charge to the patient in the Army only where there is a medical indication for their use, as is the practice in the NHS.
Possible dangers: The possible complications have been discused ad nauseam in the public and medical press over the past few years. In my opinion these have been greatly exaggerated and there is no evidence sufficiently strong to warrant an assumption that patients' lives are endangered by taking them. The reverse is probably true in that unwanted children can now be avoided, thus reducing the incidence of procured abortions and possibly dangerous childbearing. There are, however, two complications of which I have had personal experience, and which perhaps are not widely known. One is the development of monilial vaginitis in patients who have been on the 'pill' for a long time. The condition is similar to that seen in pregnancyin fact with the 'pill' a state similar to pregnancy is producedand usually responds well to treatment with nystatin pessaries and so far I have not had to take a patient off the 'pill' for this condition. The second complication is that uterine fibromyomata may develop more rapidly when a patient is taking the 'pill'. Whether it actually initiates the growth or merely stimulates development of a growth already present is not known.
Reliability: The main advantage of the 'pill' in family planning is that it can be recommended as 100% reliable. It is easy to take, has no esthetic disadvantages in use and brings with it a sense of physical and mental well-being to many patients. The following are useful guide-lines when recommending the 'pill': (1) The patient should be able to accept it without mental reservations or worries; if this cannot be done it is better to select some other form of contraceptive. (2) It is preferable not to use it over a long period of time;
2)45 this is advisable until more is known about the possible long-term effects. (3) It is the only method giving 100% protection. (4) It is particularly useful in the premenopausal age group where it will have to be used only over a limited period of time and where its use may well keep healthy an endometrium that might otherwise be susceptible to precancerous changes.
Before starting a patient on the 'pill' a full medical history should be taken with a view to finding whether or not there is any contraindication to its use. The patient should be examined generally and gynacologically for the same reason; it being particularly important to exclude breast and genital cancer. Finally a cervical smear should be taken and repeated at intervals of six months to a year.
The Intrauterine Contraceptive Device (IUCD) This is the most recent addition to the armoury of the family planners. The idea is not new in that it has been preceded for many years by the 'wishbone' pessary and the Grafenberg ring. However, it is only through the development and wider use of plastics that there are now available a number of variously shaped and sized intrauterine devices which have a negligible interaction between themselves and their environment.
There are only three types of IUCDs widely used in Army practice:
(1) The Margulies spiral: This was the first to be used. It has a stem which projects through the cervical canal and requires trimming after insertion. It is highly effective and the pregnancy rate with it is less than 20%. However, it has a high expulsion rate (approximately 10%) and causes menorrhagia and intermenstrual spotting; moreover the stem projecting through the cervix can occasionally be felt by the male partner.
(2) The Lippes loop: This is now more widely used; it is obtained in several sizes and lies completely within the uterus. Two fine nylon threads are attached to the lower end and project through the cervix. They indicate that the device is in situ and can be used to remove it if necessary. The pregnancy rate is reported as approximately 2.4% and the extrusion rate is lower than with the spiral; it also causes fewer complications.
(3) The Saf-T-Coil: This is a double-headed plastic coil with two nylon threads which, like the loop, project through the cervix. It is too early yet to assess its value, though the few reports available are impressivein one series of 700 patients, representing a total of 7,448 'women months', no pregnancies were reported and the expulsion rate was very low (about 1 0).
All the devices are easy to insert, being introduced into the uterus through a thin plastic tube with a stilette. This is done in the clinic without anasthesia or premedication. Difficulty is only occasionally encountered, for example when the uterus is either acutely anteflexed or retroflexed; or when the cervical canal is stenosed and unable to admit the introducer, in which case it may be necessary to give an anesthetic to dilate the cervix.
A possible danger when inserting the IUCD is that of perforating the uterus, but this can be prevented by awareness of the difficulties and the avoidance of any force. For this reason it is not our practice to insert the device during the puerperium, as some authorities recommend. Insertion during the second half of the menstrual cycle should also be avoidedotherwise the device may be fitted to a patient who is already pregnant.
The main advantages of this method are that it is cheap, it requires very little co-operation on the part of the patient and she can readily forget about it, with the result that intercourse is more natural. Its disadvantages are that a number of patients expel the device in the first month or two, while others complain of menorrhagia and crampy lower abdominal pains and, finally, 100 % reliability cannot be claimed for it.
The method is particularly suitable for the younger woman with a small family who is prepared to take the small risk of pregnancy associated with it. This type of patient might otherwise be on the 'pill' for a prolonged period of time. it is also a suitable alternative for anyone who will not accept the 'pill'. It should not be offered, however, where complete protection is demanded.
Conclusion
These then are the main methods of contraception practised in the Army today. In conclusion, I believe that family planning in a world context is in its infancythe scope and need for it in the future are immense. Moreover, I believe that the methods in use today will not be those in use in ten years time. Already there is talk of a male 'pill', of a long-acting female 'pill' and of subcutaneous steroid implants with a contraceptive action lasting for many years. The situation is fluid and changes are occurring rapidly. The Army Medical Services intend to keep abreast of these developments and to use them to the benefit of their patients.
